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Objectives:
The objective of the current study is to evaluate the incidence of and clinical outcomes following fenestrated stent graft misalignment during complex endovascular aortic repairs.
Methods: A retrospective record review was performed for all fenestrated endovascular aneurysm repairs (FEVAR) performed at our center between January 2008 and April 2015. Data were gathered from physician notes, radiology records, laboratory reports, and intraoperative imaging. Vertical stent graft misalignment was defined as $4 mm and was calculated as the distance from the center of the fenestration markers to the center of the target vessel ostium on the intraoperative fluoroscopic images at the time of cannulation. Horizontal stent graft misalignment was defined as $15
and was calculated as the difference between the native vessel angle and the intraoperative stent graft orientation. Native vessel angles were calculated using vessel centerlines generated using open source software (The Vascular Modeling Toolkit). Intraoperative stent graft orientation was determined from the angle of the image intensifier when the fenestration was profiled for cannulation. Data are presented as the mean and 95% confidence interval or standard error.
Results: Eighty FEVAR procedures were performed with a mean patient age of 76 6 0.8 years, a mean aneurysm diameter of 64 6 0.9 mm, and an overall 30-day mortality rate of 5% (n ¼ 4). Fifteen patients were excluded due to a lack of sufficient quality medical imaging data, leaving 65 patients in the study cohort. A horizontal misalignment of >15 was identified in 47.5% of patients (n ¼ 26) and >30 in 9.2% of patients (n ¼ 6). A vertical misalignment of $4 mm was identified in 32.3% of patients (n ¼ 21). The incidence of severe postoperative complications, defined as any in-hospital end organ ischemia and/or death, was significantly higher for patients with either horizontal misalignment or vertical misalignment, 34.6% (19%-54%) vs 7.7% (2%-12%) and 32% (16%-53%) vs 13% (5%-25%), respectively. There was a trend toward higher rates of target vessel cannulation failure in patients with stent graft misalignment 3% (n ¼ 99 fenestrations) vs 0% (n ¼ 76 fenestrations). The combined incidence of any intraoperative target vessel complication (ie, cannulation failure, vessel occlusion, dissection, and/ or perforation) was significantly higher in patients with misalignment, 8.1% (4%-15%) vs 1.3% (0%-8%).
Conclusions: Intraoperative stent graft misalignment is associated with higher rates of both intraoperative target vessel complications and severe postoperative complications. Patients in which stent graft misalignment is identified should be considered high-risk for early postoperative complications.
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Objectives: The presence of type II endoleak (ELII) after endovascular aortic repair (EVAR) can be investigated with different methods. Since intraoperative completion angiography (ICA) may underestimate their presence, particularly if they are at low flow, contrast-enhanced ultrasound (CEUS) imaging has been proposed as the gold standard during EVAR follow-up. Intraprocedural carbon dioxide (CO 2 ) angiography has been shown to be useful in this setting; however, no comparative studies including these three techniques are currently available. Aim of our study was to investigate the accuracy of a new automated CO 2 angiographic (CO 2 A) system in the detection of ELII by comparing it with ICA and CEUS imaging.
Methods: A series of consecutive patients undergoing EVAR for abdominal aortic aneurysm (AAA) were enrolled and underwent to ICA and CO 2 A during the procedure. The iodinate contrast media were delivered through an automatic injector connected to a pigtail catheter in the suprarenal aorta, with constant flow velocity and volume injection. The CO 2 was delivered through a recently available automatic injector connected to a 10F, 11-mm-long sheath positioned in the external iliac artery, with constant CO 2 injection in terms of flow velocity and volume rate. All patients were blindly evaluated by CEUS imaging on postoperative day1. The presence of ELII was defined as contrast enhancement into the residual sac appearing with a $5-second delay from contrast injection. The ICA and CO 2 A ability to detect ELII was compared with that of CEUS imaging through the Cohen concordance index (k).
Results: Twenty-one patients with a mean AAA size of 56 6 8 mm were entered in the study. There were no intraoperative or perioperative complications related to ICA or CO 2 A. No type I to III endoleak were detected by ICA or CO 2 A, as confirmed also by CEUS imaging. One (5%), 7 (33%), and 4 (19%) ELII were detected by ICA, CO 2 A, and CEUS imaging, respectively. The only ELII detected by ICA was also detected by CO 2 A and CEUS imaging. Three ELII detected by CO 2 A were not detected by CEUS imaging. No cases of ELII undetected by CO2A were visualized by CEUS imaging. A perfect agreement between CEUS imaging and both ICA and CO 2 A was observed for type I/III endoleak (Cohen k ¼ 1). CEUS imaging and ICA showed a poor agreement for ELII detection (Cohen k ¼ 0.35).
A substantial agreement was observed between CEUS imaging and CO 2 A for ELII (Cohen k ¼ 0.65).
Conclusions: CO 2 A is safe and effective method for ELII detection in EVAR, with a significantly higher agreement with CEUS if compared with ICA.
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PC044. Ethnic Disparities in Outcomes in
Results: Kaplan-Meier estimates for survival for African Americans vs Caucasians were 94% vs 89% at 30 days, 91% vs 83% at 1 year, 89% vs 79% at years, and 89% vs 76% at 5 years (P ¼ .05; Fig) . African Americans were younger overall 52.5 6 11 vs Caucasians 63.7 6 14.7 (P < .0001). African Americans required a significantly greater numbers of reinterventions (P ¼ .007). They also had higher rates of chronic kidney disease (P ¼ .01), smoking (P ¼ .03), cocaine use (P ¼ .02), and were more likely to be on Medicaid (P ¼ .02). Hypertension was poorly controlled in both groups, with the percentage of patients with uncontrolled hypertension (systolic >140 mm Hg) preoperatively, postoperatively, and 30 days after intervention at 32%, 32%, and 39%, respectively. There was no significant difference between the cohorts in uncontrolled hypertension preoperatively (P ¼ .39) or postoperatively (P ¼ .63). However,
